Venous thromboembolism is a serious healthcare problem affecting over 1 in 1000 adults worldwide annually.[@ref1] Epidemiological studies have shown that before the use of thromboprophylaxis in hospital, 55-60% of all venous thromboembolisms were related to hospital admission, occurring either in hospital or within 90 days after discharge.[@ref1]

Over 10% of deaths in hospital are related to pulmonary emboli, and autopsy studies show that many (two thirds in one study) are missed.[@ref2] Thus the latest figures on prevention of venous thromboembolism from NHS England are to be celebrated. They show that since a systematic approach to preventing hospital associated venous thromboembolism was introduced in 2010, there has been a 15.4% reduction in deaths within 90 days after discharge.[@ref3]

Mandatory reporting
===================

In 2010, NHS England mandated reporting of risk of venous thromboembolism with a target of 90% of adult admissions (increased later to 95%).[@ref3] This systematic approach to risk assessment resulted from concerted lobbying by health professions, patient groups, and politicians about the poor uptake of thromboprophylaxis. An emergency government health select committee in 2004-05[@ref4] demanded that each hospital had a thrombosis committee to oversee prevention, requested that the National Institute for Health and Care Excellence (NICE) produce comprehensive guidelines on preventing venous thromboembolism, and asked NHS England to develop a risk assessment tool.

The spectre of financial sanctions when risk assessment targets were set in 2010 meant that hospitals developed infrastructure to deliver prevention. By 2019, risk assessment, adherence to the NICE thromboprophylaxis guidance, and root cause analysis of cases of hospital associated venous thromboembolism had been embedded in hospital contracts.

Where do we go from here? NICE updated its thromboprophylaxis guidance (NG89) in 2018 and indicated that prevention of venous thromboembolism was cost effective.[@ref5] The update has proved controversial, with perhaps the biggest rebellion over the request for preventive treatment to be given for a week rather than for "length of stay," as recommended in the 2012 guidelines. All clinical trials evaluating thromboprophylaxis for hospital patients used a minimum treatment period of one week. However, the average length of stay of both medical and surgical patients in 2019 is much shorter than this. To comply with the new guidance hospitals must ask patients to inject themselves with low molecular weight heparin at home after discharge or incur the costs associated with visits from a district nurse.

Although NICE judges that one week's treatment is cost effective, most English trusts have pragmatically elected not to apply these changes to avoid higher costs for cash strapped trusts and extra work for district nurses. A trial comparing treatment for a week with treatment during hospital stay only is urgently required to provide better evidence for policy and practice.

Rates of venous thromboembolism after surgery have fallen over the past 50 years in high income countries, partly because of thromboprophylaxis but largely because of improved surgery and anaesthesia, earlier mobilisation, and shorter hospital stays.[@ref6]

One unanswered question is the effectiveness of mechanical methods of thromboprophylaxis. Despite NHS England spending tens of millions of pounds each year on antiembolic stockings, evidence to support their use is limited. No trial of antiembolic stockings has reported a reduction in rates of pulmonary embolism. We wait with interest for the results of the GAPS study, which randomised around 2000 moderate risk surgical patients receiving pharmacological thromboprophylaxis to antiembolic stockings or no stockings.[@ref7] Evidence for intermittent pneumatic compression is more solid, but more research is required to evaluate the variable short term use that often occurs in real world perioperative settings.[@ref8]

Global problem
==============

Hospital acquired venous thromboembolism is a global problem. In a major study sponsored by the World Health Organization, it accounted for more deaths and disability than nosocomial pneumonia, catheter related bloodstream infections, or adverse drug events in low and middle income countries.[@ref9]

Widespread adoption of NHS England's systematic approach to thromboprophylaxis would be of huge benefit to WHO's poorly progressing plan of reducing premature mortality from non-communicable disease by 25% by 2025.[@ref10] WHO currently has no programme or data to help reduce hospital associated venous thromboembolism globally, but the International Society for Thrombosis and Haemostasis is working with WHO's patient safety group to meet this challenge.

Patients have a right to expect that their hospital stay is safe and that the risk of adverse events such as venous thromboembolism is minimised. It is time to roll out risk assessment for all hospital patients globally, to guide the use of appropriate thromboprophylaxis. Such an approach will save lives, reduce morbidity, and reduce the incremental costs of venous thromboembolism to healthcare systems.[@ref11]
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